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Life Support Registry

A cuslomer may be pot on the Illineis Power Life Support Regisiry by having their physician verify they or
amember of their family has a need for life support equipment 1o prevent serious medical complications.
The patient is added o a listof customers for whom we restore power first in case of an ¢lectrical pawer
oculase.

This vegisuy is also considercd by the credit department when making selections (or disconncetion of
customers, Being lisicd on the registry does net puaranice the cuslomer will not be disconnected for non-
pay.

If & medical condition cxists that would prove to be detrimental to & customer's health if their serviees were
disconneeted, they need 1o have a medical certificate seat to them.

The medical cortificate must indicate the customer’s name and address, doctor’s name and telcphone
nenber and type of medical cquipment in use at the property. Tt must also have the signature of the doctor.
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LIFE SUPPORT QUESTIONNAIRE —_

The purpose of this questionnaire is to verify your patient’s need for life
support equipment.

If your patient necds life suppoit equipment to prevent serious medical
complications, please indicale the condition and the equipment needed.

Name of Patient _ A2 A/F s St Phone Number /8 ~ 2 73 @_‘3‘9’}/
Patient’s Addruss _olul £45 ;,{),9//5/,4/-/ Koad

City/State Fldoanlo , Al ZipCode #2932
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Parent’s Name (in case paticnl s a minar) l/r'/?&r(. Lo L Lfottody 3. gf‘;’/{"/?

Guardian's Name (if guardian for mariical purposes) -M/;"[n[ Lo o s L2 rfz/ T Sk

Physician’s Stalement;

Physician’s Namao Py, K Wa¢ bon Phone Number S549-536 .

Physician’s Address 2O\ 1D oo

Cily/State Q_!—‘-\c \Dfm ci.r:\l G Zip Codn :9.,6 o RGO f .
Paliont's Diagnosis 'A{A,-J'\ { ;ui'ﬂ—\ (-J’(-.L/{;'MMMUA‘/C
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Pnysician’s Signalure i "'\./ - LLUL&/\:_
Date Senl: 07/08/03 Please Return Within 30 Days

Mail To : Cuslamer Service Center
Hiinois Power A-13
370 5. Main St.
Decatur, 1L 62523

Fax Numbar: (217} 425-4161

THIS INFORMATION IS COMPLETELY CONFIDENTIAL
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